What should the ideal patient-physician relationship of the 21st century look like?
Why does it matter? And who should decide? To answer the first question, we must begin by addressing the other two.
Why It Matters
The patient-physician relationship is fundamental to providing and receiving excellent care, to the healing process and to improved outcomes. Therefore, it is important to understand what elements comprise the relationship-and identify those that make it "good."
We recognize that, ultimately, the answers to the questions posed above will unfold in the privacy, diversity and uniqueness of each patient-physician encounter. Because of the rapidly changing environment that characterizes health care today, however, we need to understand what physicians and patients must do to protect and nurture that relationship.
An Increasingly Central Role for Patients
Many aspects of the patient-physician relationship have been subjects of intense research by the scientific community-and of thoughtful reflection by lay authors and patient advocacy organizations. A substantial body of scientific literature encapsulates that research and informs physicians of ways to enhance their effectiveness. For their part, patients count on an ever-growing collection of books and articles advising them how to take better care of themselves and how to interact more effectively with their doctors.
To many, the characters of "Marcus Welby, M.D.," the popular late-'60s TV series, nostalgically invoke images of a nearly perfect patient-physician relationship: a knowledgeable, beneficent and genuinely caring physician guiding the treatment of respectful, trusting and grateful patients. This private relationship was undisturbed by the vicissitudes of insurance coverage, government regulations or any sort of outside second-guessing. Under such idyllic conditions, the wholesomeness of the patient-physician relationship invariably transcended everything else, even outcomes that are less than ideal for the patient.
As we enter the 21st century, however, the nature of the patient-physician relationship appears to be far more complex. Sweeping changes within and outside the health care sector-such as the growing preponderance of chronic illnesses, new medical technologies, shifting reimbursement practices, the Internet, government regulations, rising costs and changing social norms-are constantly molding patient and physician behavior.
Amid the changes, one of the clearest themes to emerge is the centrality of patients. Increasingly, they are not simply recipients of care or subjects of research but active, informed individuals who wish to know more about their condition and exert greater control over their own care. Donald Berwick, President of the Institute for Healthcare Improvement, captures this new patient-centric focus with the phrase "nothing about me without me." (1) The Institute of Medicine report, "Crossing the Quality Chasm," (2) lists patient-centeredness as one of six fundamental pillars of quality.
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I n t r o d u c t i o n
The principle of patient-centric care is not new. In his Shattuck Lecture in 1988, (3) Paul Ellwood crystallized the relevance of the patient's perspective in the evaluation of health outcomes. He also launched an enduring movement to put the principles of patient-centric care into action through the work of the Foundation for Accountability. (4) More recently, the Picker Institute (5) was founded to research and report on the quality of health care through the patient's eyes and has identified areas that matter most to patients. Going one step further, Debra Roter, a highly respected author and researcher of the patient-physician relationship, states: "Just as the molecular and chemistry-oriented sciences were adopted as the 20th-century medical paradigm, incorporation of the patient's perspective into a relationshipcentered medical paradigm has been suggested as appropriate for the 21st century." (6) In an effort to put Dr. Roter's suggestion into action, we believe that it is timely and necessary to revisit the patient-physician relationship.
Enabling Patients and Physicians to Define the Patient-Physician Relationship
Anticipating that fresh ideas and new insights would emerge "from within" if a large group of patients and their physicians could engage in an honest, open dialogue about each other in a neutral setting and on a platform of equality, Johns Hopkins and American Healthways dedicated this year's Outcomes Summit to a consensus conference to define the patient-physician relationship for the 21st century.
At the conference, patients and physicians were encouraged to examine their own realworld interactions in the context of today's trends, technologies and lifestyles. Then, they collaborated to design principles that reflected each other's needs, wants and expectations. The participants began with only one assumption: that the relationship should be rooted in mutual trust and respect.
The participants followed a consensus conference process in working to establish and reconcile patient and physician expectations. The process led them to identify seven principal elements that both patients and physicians believe are essential to the relationship:
INTEGRATION:
including the sharing of information among all members of the health care team; navigation of the health care system; medical records; and health plan information.
DECISION-MAKING:
including the patient's role; the patient advocate's role; the right of patients to know all evidence-based options; and non-clinical factors that impact medical decisions.
OUTCOMES:
including clinical outcomes; patient-centered outcomes; and physiciancentered outcomes.
This document summarizes the results of the collaborative process between the conference participants-more than 200 patients and physicians-and the consensus description of the ideal patient-physician relationship they envisioned.
The Impact of Health Care Costs on the Relationship
Powerful economic forces influence the patient-physician relationship. Directly or indirectly, spiraling costs permeate all health care transactions. They influence when and where patients access health care, what services they use and how they relate to their doctors. For their part, physicians feel overwhelmed by rising malpractice premiums, the cost of new medical technology, constraints on reimbursement and upward pressures on nurses' wages due to the national shortage. Consumers face increasing deductibles, co-payments and coinsurance costs. The cost of prescription drugs is becoming unaffordable. More than 43 million Americans lack health insurance. Payers-the government, insurance companies, employers and private individuals-believe that health care has become unwieldy and increasingly unaffordable.
How can these conditions support a nurturing patient-physician relationship? How can health care become more affordable and of higher quality? Surely, not all ideas generated at the summit will cost money. Many, in fact, are attainable through more creative allocation of existing resources. For those improvements that require new capital, the conferees freely acknowledged that they lacked the expertise to advance specific solutions. Participants also acknowledged that, without payment reform focused on rewarding quality and, above all, good outcomes, the imperative for stronger patient-physician relationships faces a daunting challenge. The patient-physician relationship is the very heart of health care delivery. It permeates each element that we discuss in this document. In its intimacy and individualized nature, it is unique among professional relationships. At its best, the physician-patient relationship not only gives patients access to health care but also can promote healing. In the scientific realm, mounting evidence demonstrates that the effectiveness of the patient-physician relationship directly relates to health outcomes.
The intimacy of emotions and the private, often uncomfortable sharing of information between patient and physician require a foundation of mutual responsibilities that include:
• Respect • Open and honest communication
This healing relationship often includes friends and family members, patient advocates and other health care professionals. The relationship works best when physicians acknowledge the roles of these individuals and fully integrate them into the care of the patient.
To address social forces that impact it-including economics, technology, time and expectations-the patient-physician relationship must continue to evolve. Patients increasingly see themselves as consumers of health care and look to their physicians for better, more efficient and more effective service. Patients' expectations and market forces lead office practices to change outmoded and inefficient systems. When patients use their role as consumers to fuel self-education about their health, everyone benefits. Technologies such as e-mail and the Internet can potentially enrich the relationship as they expand it beyond the constraints of the one-on-one office visit.
An effective patient-physician relationship creates:
• a mutual understanding of the patient's expectations of the physician-and the physician's expectations of the patient; • a strong basis for discussing options to achieve expected goals of care; • a powerful resource for healing and a source of comfort in situations where healing does not occur; • a resource for learning by both parties; • a vehicle for navigating the stressful circumstances that accompany acute medical illnesses; and • a framework for maintaining open discussion and a positive relationship even when there is uncertainty about the medical outcome. This is a document about patients and providers. However, we expect that the recommendations within this document to apply to all members of the health care team.
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T h e P a t i e n t -P h y s i c i a n R e l a t i o n s h i p P r i n c i p a l E l e m e n t s
We list communication first in discussing the patient-physician relationship because, without effective communication, patients and physicians cannot achieve the ideal relationship that leads to the ideal delivery of care. Effective communication-written, verbal or non-verbal-among all members of the health care team is the central building block of the patientphysician relationship and must occur in an environment in which patients and physicians recognize their obligations to each other and work to fulfill them. The goals of communication are to:
• exchange information;
• reach mutually satisfying decisions;
• develop a common understanding; and
• build trust.
The Physician's Obligation
In the ideal exchange, the physician • commits full attention to the patient;
• creates an environment that preserves the patient's dignity;
• fosters candor in the disclosure of confidential and intimate information;
• conveys genuine concern for the patient's well being; and
• respects the role of the patient advocate and/or caregiver.
The Patient's Obligation
Similarly, the patient's commitment to open, pertinent and well-organized communication enhances the value of the office visit. In advance, patients should
• prepare a list of questions and concerns they wish the physician to address;
• make the physician aware of these questions and concerns at the beginning of the visit;
• share their medical histories as completely and accurately as possible; • clearly designate a patient advocate or caregiver and define their role in the care process; and
• establish a single point of contact for providing information to family members.
RECOMMENDATIONS
Based on our discussions and the sharing of patient and physician perspectives, we offer these summary recommendations for achieving excellence in physicianpatient communication: 
OUTCOMES
The outcomes we expect from improving patient-physician communication include:
• Improved patient adherence to recommended therapies
• Improved patient self-care
• Improved comprehension of information given by the physician
• Increased patient satisfaction and more word-of-mouth referrals from happy, established patients to potential new patients
• Increased physician satisfaction
• Improved capacity for physicians to see patients as whole persons, rather than diseases or organ systems
• Improved ability for patients to see physicians as people who also want and need mutually satisfying, therapeutic relationships and are doing their very best to help patients 4 Patients and physicians agree that office visits can significantly impact the quality of patient health outcomes. Patients often report fondness for their physicians but a dislike of the overall experience of seeking and receiving medical care. This apparent paradox is expressed in the remark, "I love my doctor, but I can't stand the office." While the separation of the physician from the other elements of the office experience is clear from anecdotal evidence, studies make equally clear that patients hold physicians accountable for their entire office experience. Although efforts to improve the office experience should, at a minimum, result in a more pleasant environment for all parties, the real motivation for such change is to reduce barriers to access, improve efficiencies, improve accountability and deliver better health care.
Perspective on Physician-Patient Communication
RECOMMENDATIONS
Based on our discussions, we offer these recommendations concerning the office experience:
Office Hours, Processes and Consumer Information 1. Patients should be able to access health care in a timely fashion. Physician offices on the front end should clearly communicate to patients the processes for handling routine, urgent or emergency situations as well as lab tests, diagnostics, imaging and other procedures. Patients should also receive information about how results will be communicated to them.
2. Details of office policies and procedures should be available in written form and, whenever possible, mailed or otherwise provided to patients in advance of the first visit. Information should include office location with directions, hours of operation and afterhours and weekend policies.
Physicians and their staff should review medical information forms periodically to help minimize duplication of information and the consequent burden on patients.
Patients understand the need to fill out these forms but often believe that they are unnecessarily repetitive.
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O f f i c e E x p e r i e n c e 
Telephone communication between patients and office
can be a very effective and efficient tool, though this system can also be a source of frustration and should be designed to avoid overload.
6. Assuring flexible access is essential to a successful patient-physician relationship in a 24-7 world. Using after-hour services for non-emergencies may reflect patients' inability to communicate with physicians during regular office hours. Patients and physicians recognize that using after-hour services for non-emergencies is undesirable. It can create potentially hazardous conditions because covering physicians lack access to patients' medical records. Further, the volume of non-emergent problems after hours can diminish physicians' responsiveness to real emergencies.
Scheduling and Timeliness
Physicians should continually evaluate their scheduling systems for effectiveness.
Obtaining a timely appointment with the physician can be a very frustrating experience.
8. Office visits should be used as opportunities to review care plans, including illnesses, pharmacologic therapies, potential drug-to-drug interactions and any new medications added by other physicians.
9. Patients and physicians should project mutual respect for each other by making every effort to be on time for appointments. Prolonged waits are among the most common sources of patient dissatisfaction with the office experience. When patients or physicians run late for appointments, each should communicate with the other the reasons for the delay. Physicians should explain when unexpected and/or unavoidable delays occur and attempt to make appropriate accommodations, which might include waiting or rescheduling. 
OUTCOMES
The outcomes we expect from efforts to reduce delays and improve processes and flow in office care include:
• Markedly enhanced patient satisfaction
• Fewer complaints
• Improved physician and staff satisfaction For the patient, admission to a hospital can be very unfamiliar and scary. The thought of potentially painful procedures and uncertain outcomes compounds this anxiety. In the hospital, patients have limited control over their environment and ability to care for themselves. A strong patientphysician relationship, with communication and coordination between the entire treatment team, greatly aids the patient's ability to cope.
RECOMMENDATIONS
Based on our discussions, we offer these recommendations related to the hospital experience:
Expectations for Care 1. The health care team members should attempt to personalize care in the hospital. While the same issues pertaining to office visits apply in hospitals, the potential challenges are magnified by the presence of multiple hospital departments that may not be well integrated. Because they exist to ensure timely and cost-effective treatment of patients on a large scale, hospital systems often are impersonal. As a result, care can be less personal and more confusing for patients. This situation can be exacerbated when the physician responsible for care of the patient is not the physician with whom the patient has previously established a relationship.
Physician in Charge
2. Which physician is in charge of care-and that physician's role-should be clearly defined to the patient. The physician should outline hospital procedures as well as any additions to the health care team that hospitalization may require. The physician in charge during hospitalization may or may not be the same one with whom the patient is intimately 9 H o s p i t a l E x p e r i e n c e acquainted. In an ever-changing system, the physician in charge may be a specialist or hospital-based physician with whom the patient is unfamiliar. A strong patient-physician relationship helps in managing expectations on the front end, so that the patient understands who will be caring for him/her during the hospitalization. Discharge Planning 6. Physicians should ensure comprehensive discharge planning. The time of discharge typically represents a critical transition from dependent care to an alternate level of care or self-care. The physician in charge must communicate to patients clearly, in writing, any changes in medications as well as expectations with a change in level of care, diet or lifestyle activities. Any necessary ancillary services should be in place for the patient prior to discharge. The physician must arrange outpatient follow-up (including communication with other physicians when necessary) ahead of time, and patients must know whom to contact after leaving the hospital.
7.
Patients should bring to the outpatient setting either discharge information or signed consent to release inpatient records.
Emergency Room
8. Almost no visits to the emergency room are planned or scheduled. In many instances the patient's primary and/or specialist physicians may not be present or involved. For the most part, there is no concern about which physician provides care in the ER-only an expectation that he or she is capable of treating the injury or illness expeditiously. As with other care settings, a caring and attentive emergency room staff and timely evaluations are vital to overall patient satisfaction.
ER staff should communicate to the patient's responsible physician all arrangements for follow-up care and details of the particular visit.
Patients should receive in writing any changes in medications, diet, lifestyle activities and/or follow-up with their physician.
10.
A strong patient-physician relationship should ensure that the emergency room is used for "true emergencies," not as a walk-in clinic or substitute for an office visit because the physician is unavailable or the office is busy. Education is the "drug of choice" for prevention and treatment of every medical condition. The educational process is continuous and requires regular assessment and/or update. Education must occur in each element of the patient-physician relationship. Its main goal is to promote behavioral changes that are inherently difficult yet essential to achieving optimal health potential. "Behavior change" includes both therapeutic lifestyle changes and adherence to treatment recommendations.
RECOMMENDATIONS
Based on our discussions, we offer these recommendations related to patient education:
Self-Care 1 Self-care (or self-management) involves improving one's health potential through education, monitoring, adherence to evidence-based guidelines and active involvement in the decision-making process with the health care team. Patients and physicians must work as partners to create an ever-evolving selfcare program tailored to patients' resources, needs, desires and ability to understand. Physicians must encourage patients to be involved in self-care and offer resources relevant to the patient's condition. 9. Patients should assume responsibility for incorporating the guidelines into their self-care programs.
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10. Given the widespread availability of health-related information, patients may obtain information from resources other than those offered by the health care team (including the Internet, newspapers, friends, family, pharmaceutical-sponsored advertising and other non-medically trained sources). Patients should share with physicians any outside information with providers involving changes in the prescribed treatment program.
11. Physicians should remain objective when reviewing outside information-including the use of alternative/nontraditional therapies, which can range in value from potentially harmful to of no proven benefit (or danger) to valid and useful.
OUTCOMES
We believe that following the above recommendations will lead to:
• In the context of the patient-physician relationship, integration involves the shared responsibility for assimilating all clinical information into a readily accessible format for all members of the health care team. Having accurate and current medical information available enables physicians to obtain a complete picture of each patient. It also promotes better care, reduces waste, improves efficiency and avoids duplicating services.
RECOMMENDATIONS
Based on our discussions, we offer these recommendations related to integration: Navigation/Facilitation 1. The medical system is a complex entity that includes all facets of health care delivery inside and outside the office or hospital. Physicians (or their staffs) should facilitate patients' movement through the system in a prompt and efficient manner, recognizing that in certain circumstances patients may prefer to take primary responsibility for scheduling medical services with specialists.
2.
Patients who choose to schedule their own appointments with specialists should recognize their responsibility to inform the primary physician about this preference and the results of those interactions.
Information Sharing
3.
Sharing medical information among all members of the health care team in a timely manner is critical. Physicians should make every effort, with patient consent, to send relevant clinical information (e.g., labs, tests, procedures) to appropriate members of the health care team. 4. Both patients and physicians recognize that an electronic medical record is the optimal method for having current medical information readily available to the health care team. This record is crucial to care coordination and a key mechanism for facilitating the accurate sharing and integration of medical information.
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5.
The personal medical record is a patient-maintained record of medical and surgical history, allergies, intolerances, medications (prescription and over-thecounter), social history (tobacco and/or alcohol use) and family history. The record can be a hard copy or in digital format, where it can be useful when an electronic record is not available or accessible. Patients should take responsibility for owning, maintaining and sharing their personal medical records with all members of the health care team. Patients should keep an abbreviated record with them at all times.
6. Patients should insist on obtaining a copy of ALL TEST RESULTS (office, emergency room, hospital, etc.) to share with appropriate members of the health care team. When copies of test results are included, an up-to-date personal medical record functions as a surrogate electronic record if the latter is unavailable.
Health Plan Information
7.
To coordinate delivery of health care services with each patient efficiently, physicians must remain abreast of specific formularies and benefits for each health plan, as well as testing facilities, participating hospitals and specialists. 8. Patients have a responsibility to be knowledgeable about their health care coverage. They can then make informed decisions about physician-recommended testing or treatment based on specific insurance policy coverage, understanding that some costs may be out-ofpocket. Physicians must inform patients of the available scientific evidence behind such recommendations.
Perspective on Facilitation
Perspective on Personal Medical Records
OUTCOMES
• Patient-physician-developed strategies that offer opportunities for empowered patients to take a more active role in choosing treatment options and developing desired outcomes.
• Patient and physician recognition of the important medicinal value of a therapeutic rapport.
• Physicians viewing patients as whole persons, not just as diseases or organ systems. Likewise, patients viewing physicians as individuals who need trusting, honest and respectful relationships with their patients.
• Physicians continually recommending healthpromoting lifestyle changes. Patients working to understand the importance of managing their diseases and taking responsibility when their lifestyles negatively impact their diseases and health outcomes. Decision-making in health care requires a complete understanding by the patient, from the physician, of the risks and benefits associated with all options, including the costs. It involves mutual conclusions between the patient and physician. Family members, designated patient advocates and other health care professionals also have important impacts on the decision-making process.
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Perspective on Health Care Coverage
In facilitating this process, physicians should outline all treatment options (including those not covered by the patent's insurance plan) and discuss their efficacy. After providing explanations, physicians must assess patients' understanding of these options to ensure they have communicated clearly. Information provided by physicians should be current and conform to good scientific evidence.
RECOMMENDATIONS
Based on our discussions, we offer these recommendations related to decision-making:
1. In the decision-making process, physicians should consider personal, religious, economic and psychosocial factorsnot just clinical factors-and include them in treatment options and scheduling decisions.
2. Physicians are obliged to see that patients receive sufficient information to be able to ask questions and understand the answers and consequences of the decision. patient. Physicians also must rely on the "art" of practicing medicine. Physicians need to recognize when strict adherence to guidelines and standards might not be in the best interest of their patients.
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Perspective on Decision-Making
OUTCOMES
• All participants feeling that their input into a decision was heard and appropriately valued.
• Decisions that reflect best available evidence and patient preferences.
• Better patient adherence to treatment regimens. Generally, an outcome is the result of a process. We often define outcomes in terms of measurable data and a specific time frame for measurement. A good health care outcome, however, may be defined in different ways by different people who may not share the same perspective.
The overarching consensus of patients and physicians is that the quality of their relationship matters; the better the relationship, the better the outcomes of care will be. This view requires a mutual understanding of what those outcomes can and should be.
After much debate, we realized that patients and physicians came to our discussion with very different conceptions of what the word "outcome" means. They also had firm yet very different ideas of what "outcomes" should be. Repeatedly, patients and physicians expressed the view that "we both want the same things." However, they recognized that, in their respective roles of dispensing and receiving care, something frequently was lost in translation.
To bridge this gap in understanding, we believe that ongoing dialogue between physicians and patients about their differing views of what constitutes a good outcome is essential.
Understanding these differing views will challenge physicians to go beyond their clinical experience and view outcomes through the eyes of their patients.
As a result of our discussions, we concluded that three general categories of outcomes might be impacted by the patient-physician relationship:
Clinical or disease-specific outcomes
Physicians are taught to think of outcomes as concrete, measurable and modifiable endpoints in the care of patients. However, the relative importance of each outcome can be widely disparate, even among physicians within the same specialty. This type of outcome includes specific measures and treatment goals, usually based on range of a laboratory determination (for example, A1C < 7.0 is a measure of appropriate glycemic control in a diabetic patient).
These outcomes may also reflect certain practice measures. Such technically oriented outcomes may be the only type recognized by traditionally educated physicians. Meanwhile, one physician who had worked to improve the quality of bronchoscopy (a common invasive procedure in which a flexible camera is passed into a patient's lungs) wrote after gathering outcomes data: "We believed that our colleagues would be motivated to perform the procedure in a way that resulted in less pain and more patient satisfaction. We were very surprised to learn that many physicians questioned the utility of these findings."
Physician-centered outcomes
Discussions among physicians and the group recognized that satisfaction and life-oriented outcomes are also desirable to physicians for improving the patient-physician relationship. Through the consensus process, we arrived at an expanded view of the outcomes of a good patient-physician relationship. Our view reflects patients' opinions that decisions about their health care impact multiple dimensions of their lives-and that these dimensions are of paramount importance in defining a successful, satisfying health care experience. Many physicians, especially after participating in this process, reached the same conclusion.
In the patients' own words, "outcomes" were defined as "the particular mixture of quality of life, longevity, and cost (both in financial and physical terms) that gives one the most satisfaction after facing a particular health issue."
A physician provided a very similar definition: "Mutually respectful and fully understood agreement about the journey and outcome of the health care engagement or episode…"
Outcomes also should reflect the potential input and needs of other stakeholders in health care, including:
• Payers
• Employers
• Designated patient advocates
• Family members
• Society
Addressing outcomes for these stakeholders is outside the scope of this work.
RECOMMENDATIONS
To maximize the effectiveness of the physician-patient relationship, we recommend that:
1. Patients and physicians should understand and discuss clinical practice outcomes. We have defined elsewhere the barriers to achieving these traditional objectives. However, we recognize that physicians and patients alike must understand why evidence-based outcomes are important in order to achieve these objectives.
2. Physicians must appreciate patient-centered outcomes as valid objectives. Physicians are not generally taught to recognize the voice or experience of patients as important contributors to desired outcomes. Physicians should specifically recognize patient-centered outcomes, which should be included in physician education. We believe that physician attitudes about patient-centered outcomes must be shaped in medical school and that scientific research must incorporate the patient's perspective into its objectives.
In addition to developing and distributing this consensus document, the conference sponsors have arranged to evaluate the impact of the conference on the relationships among the physician-patient participants. The hypothesis evaluated through this research is:
Patients and physicians will indicate enhanced understanding of aspects of the patientphysician relationship on a survey after participating in a focused meeting.
The evaluation includes a survey of physician and patient participants administered before the meeting and again one to six months afterward to measure change in attitudes, beliefs and self-reported actions. Results from this research will be released when available.
In addition, while the stated purpose of this document is to define an ideal state of the patient-physician relationship, the conferees also recognize that there are times when it may be necessary for one party or the other to terminate that relationship. In such circumstances, the conferees concurred that each party has a responsibility to assure a smooth and safe transition to a new physician.
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A f t e r w o r d CAREGIVER:
One who assists in the delivery or implementation of a patient's treatment plan. The caregiver may also be acting as the patient advocate (see definition below).
CLINICAL INFORMATION:
A record of the patient's past medical/surgical history, allergies, intolerances, medications, social history and family history.
COMMUNICATION:
Communication addresses the following aspects of the patient-physician relationship: 
DECISION-MAKING:
The process by which some or all key participants determine care and desired outcomes.
EDUCATION:
The movement of information from an informed source to one who is interested in or benefits from that information.
ELECTRONIC MEDICAL RECORD:
A computer-based system of maintaining a patient's medical record in digital form. Eventually, technology may allow methods for confidentially sharing this information with members of the health care team.
EVIDENCE-BASED GUIDELINES:
Systematically developed statements derived from relevant research and clinical expertise that are intended to assist practitioner and patient decisions about appropriate health care for specific clinical circumstances.
HEALTH CARE TEAM:
All members participating in the delivery of health care services to a given patient under the guidance of a physician. This team may include the patient, primary physician, specialist various therapeutic options presented by the physician, making logistical arrangements for visits/treatments, and assisting with insurance issues. *Notwithstanding existing legal definitions, the definition above is intended to depict the vital interaction between the patient, patient advocate, physician and/or the physician's staff.
PATIENT-PHYSICIAN REL ATIONSHIP:
A therapeutic relationship based on trust, honesty, respect and a mutual desire to improve health outcomes.
PERSONAL MEDICAL RECORD:
A patient-maintained record of medical and surgical history, allergies, intolerances, medications (prescription and over-the-counter), social history (tobacco and/or alcohol use) and family history. The record can be a hard copy or in digital format, where it can be useful when an electronic record is not available or accessible.
PRIMARY PHYSICIAN:
The physician responsible for the general medical care of a given patient. The primary physician is trained to care for the majority of health care issues that a patient will face.
SELF-CARE:
The concept (also termed "self-management") of improving one's health outcome through education, monitoring, adherence to evidence-based guidelines and active involvement in the decision-making process with the health care team.
We encourage your input and feedback.
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